infarction with typical further development in ECGs of 7.10.48 and 26.10.48 (not shown) and 26.11.48 ( fig. le) .
Interpretation.-The attack of 19.9 .48 was a premonitory attack of unusual severity; such attacks are known sometimes to terminate suddenly and not to produce any changes of diagnostic significance in the ECG (Sampson and Eliaser, 1937) . The unusually high T waves recorded seven hours after the attack of occlusion (fig. lb) represent an early and transient stage in the ECG findings, preceding that of displacement of the R-T (S-T) intervals (Dressler and Roesler, 1947) ; inversion of T in lead 3, in anteroseptal infarction, is occasionally observed at this stage (their fig. 3 ). High T waves at this stage occur in those leads in which inverted T waves are found at the later stages, and the inverted T waves in lead 3 are followed by high positive ones. Similar findings were experimentally obtained by Smith (1918) after ligation of large branches of coronary arteries in dogs. The oecurrence of auricular flutter points to the possibility of auricular infarction, since abnormalities in the auricular mechanism are the most significant clinical findings in this condition; it was present in 17 of 23 verified cases (740%) as compared with only 8 8 % in 91 cases of ventricular infarction without demonstrable involvement of auricles and could also be produced experimentally in dogs by ligation of atrial branches of coronary arteries (Cushing, Feil, Stanton and Wartman, 1942) . The slight, but definite changes in the P waves in leads 2 and 3 after the attack tend to support this diagnosis in the present case.
Ib: seven hours after attack: High peaked T waves in leads 1, 2 and chest leads, inversion of T in lead 3, smaller initial ventricular deflections in all leads and small Q waves in chest leads; no dis- After two weeks he was discharged from ward with good finger movements of left hand, but limitation of wrist movements, for which he had physiotherapy.
There was marked crepitus in left inferior radio-ulnar joint and weakness of flexion of third and fourth fingers of left hand.
Ten weeks later he was readmitted to St. Bartholomew's Hospital: The left wrist was well healed clinically but there was marked crepitus in inferior radio-ulnar joint. Painless fluctuant areas in front of right wrist and over right first metacarpophalangeal joint.
